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. The NEW ENGLAND
JOURNALofMEDICINE

Protecting the medical commons:
who is responsible ?

Volume 293:235-241 July 31, 1975

HH Hiatt

Abstract

The resources for medical care are clearly finite, but demands on those resources are
growing rapidly. Of particular concern are the demands on those resources for medical
practices of three kinds: those that pose conflicts between the interests of the individual and
those of society; those of no value or of undetermined value; and those for potentially

preventable conditions. Such practices must be evaluated in terms of social and medical

priorities, and this requirement will become more urgent with the establishment of national
health insurance. Who will make decisions is less clear, but it is not likely to be physicians
alone. It is imperative that physicians and other health providers work closely with
professionals from many fields, and with consumers, to ensure the availability and

dissemination of information that will permit decisions that are in the best interests of
society.
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Georgrtown mantra of Bioethics

Respect for Persons.
Individuals should be treated as autonomous agents
persons with diminished autonomy are entitled to protection.

Beneficence.

do not harm
maximize possible benefits and minimize possible harms.
Justice-"f ail rness 1 n distribu

possible formulations:
to each person an equal share
to each person according to individual need
to each person according to individual effort
to each person according to societal contribution
to each person according to merit
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Utilitarianism X

J Bentham 1748 -1832
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By the principle of utility is meant that principles
which approves or disapproves of every action
whatsoever, according to the tendency which it
appears to have to augment or diminish the happiness

of the party whose interest




Utilitarianism

J S Mill

_I 7

1806 -1873
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Utilitarianism

K Arrow: Preferences utilitarianism
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John Rawils: Justice as fairness

A THEORY
OF JUSTICE

2

JOHN RAWLS
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Inequalities can be just, as long as they are

to the benefit of the least well off.
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Quality Adjusted Life Years (QALY)

S v x 1.5 170

cost/effectivenesst - L X . LOX L
S I X — s « X | 7 - -
O p— X X 1 S+ L X _| X X

Zx-|x>\s |)(-|-|Z'|x'5‘-|I,,><><”s~ I;QALY

X < . X X, . sSs L . ALY F/s L -
Zy~xQAEY_s Z>vx: = 40







Cost of Iflness




Measuring Quality of life

Standard gamble
Time trade-off
Rating scales

Mulitattribute utility functions




statemetit best desiribes wonr health todary.
Tlohalo

Theore 1o prob lems i amloing shoat

Thame some problems it wmlbing abodt

inm copifred to bed

Sdf-Care

Thvore oo problems with sei-care

Thare some problems praching or dressing mepself
Tammahle to wach or drecs mypcelf

Usnal Actindlies

Thvore oo problems with perform it ey 11a1a] actir ties
Thare some problems with performing mey11a1al actir ities
Tam imahle o perfimm mer a1l actir ities
PainuTiscoand oot

Thamre rwo pain or discomfort

Thyore moderate pait or discomfort

Thore extreme pai of discombort
Arvdety/Teyres siom

Tam ruot aregions or depressed

Tam moderate by avedons of depressed

T am extreme by avedons or depressed

DOODE, Bp0 B0 DR O08.,

The health state is derived from
the descriptive system.

health state 112331

To score a health state you simply read off
the comesponding value from a value set.

score .07

Levels of a perceived problem
Eyplacing atich fn one boze in ench group, please indicate wich are coded as follows:

o

a

a
d

g

Level 1 is coded
asa"'1"

Level 2 is coded
ag a 2"

Level 3 is coded
asa"3"

d' Ambiguous response

is coded as an "g"

O Missing response is
E coded as a "3"
A value set:
1] 21 31 213 .09
23|31 TZIE)
1212 om

-- Bast possibla health state

-- ‘Warst posibla health state
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Cost-Effectiveness and Use of Selected
Interventions in the Medicare Population

Table 1. Cost-Effectiveness and Use of Selected Interventions in the Medicare Population.*

Intervention Cost-Effectiveness (Cost/QALY) Implementation
Influenza vaccine Cost saving?24.25 40-70%626-28
Pneumococcal vaccine Cost saving?? 55-65%:26
Beta-blockers after myocardial infarction <$10,0003° 85962930
Mammographic screening $10,000-$25,0003* 50-709626:28,32,33
Colon-cancer screening $10,000-%25,00024.31 20—-409626.27.32
Osteoporosis screening $10,000-%25,00021 359634.35
Management of antidepressant medication Cost saving up to $30,00032! 40-55%6323
Hypertension medication (DBP =105 mm Hg) $10,000-$60,00031 35933

Cholesterol management, as secondary prevention $10,000-$50,00036.37 309632
Implantable cardioverter—defibrillator $30,000-$85,00010:39-41 100,000 cases per yeario.4e
Dialysis in end-stage renal disease $50,000-$100,00012:42 90%43
Lung-volume-reduction surgery $100,000-$300,00044 10,000-20,000 cases per year'®
Left ventricular assist devices $500,000-$1.4 millione4s  5000-100,000 cases per year'®
Positron-emission tomography in Alzheimer’s disease Dominated46;: 50,000 cases per year47.48

* Ranges are provided, rather than point estimates, because the actual cost-effectiveness will vary according to the target popula-
tions and the strategies used. Additional data on the cost-effectiveness ratios associated with public health interventions and
medical interventions can also be found at the Harvard Center for Risk Analysis Cost-Effectiveness Registry (at www.hsph.harvard.
edu/cearegistry). QALY denotes quality-adjusted life-year, and DBP diastolic blood pressure.

T The calculation was based on 2002 dollars.

i With the use of this intervention, benefits are lower and costs are higher than with the use of the standard workup.

Neumann P et al. N Engl J Med 2005;353:1516-1522 Te NEW ENGLAND

JOURNAL o MEDICINE
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Leading Causes of Mortality and Burden of Disease

world, 2004
Mortality DALYs

% %
1. Ischaemic heart disease 12 .2 1. Lower respiratory infections 6.2
2. Cerebrovascular disease 9.7 2. Diarrhoeal diseases 4.8
3. Lower respiratory infections 7.1 3. Depression 4.3
4. COPD 5.1 4. Ischaemic heart disease 4.1
5. Diarrhoeal diseases 3.7 5. HIV/AIDS 3.8
6. HIV/AIDS 3.5 6. Cerebrovascular disease 3.1
7. Tuberculosis 2.5 7.  Prematurity, low birth weight 2.9
8. Trachea, bronchus, lung cancers 2.3 8. Birth asphyxia, birth trauma 2.7
9. Road traffic accidents 2.2 9. Road traffic accidents 2.7
10. Prematurity, low birth weight 2.0 10. Neonatal infections and other 2.7

Health Statistics and Informatics



